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Introduction: The aim of this study was to determine whether loss of ACL integrity in an older cohort
precedes the onset of radiographic OA (ROA).
Methods: Participants in this nested caseecontrol study were selected from the Osteoarthritis Initiative
(OAI) study who had risk factors for OA development but did not have ROA (KellgreneLawrence grading
(KLG) of 0 or 1) in both knees at baseline. The MRIs were assessed for the presence of ACL tears. Case
knees were deﬁned by the development of ROA on knee radiographs between the 12 and 48 month
visits. Their radiographs were assessed at P0 (time of onset of radiographic knee OA), 1 year prior to P0
(P-1) and at baseline. Controls were selected from amongst those who did not develop incident ROA and
were matched to cases.
Results: 355 persons who developed ROA were matched to 355 controls. No relationship between loss of
ACL integrity and incident ROA was found at any assessment time point. Odds ratios (OR) for baseline,
1 year prior to incident ROA (P1) and at point of occurrence of incident ROA (P0) were 2.00 (0.66e6.06),
2.5 (0.76e8.24) and 2.75 (0.85e8.88) respectively. A signiﬁcant risk of incident ROA was found in par-
ticipants who had a history of knee injury with an OR of 1.51 (1.05e2.16).
Conclusion: Loss of ACL integrity does not confer a signiﬁcantly increased risk of incident ROA in an
older adult cohort. In contrast, a history of knee injury was associated with an increased risk of incident
ROA.
© 2015 Osteoarthritis Research Society International. Published by Elsevier Ltd. All rights reserved.Introduction
Despite the introduction of biomechanical training programs in
schools and elite sporting organisations1,2 the knee remains one of
the most commonly injured joints. In the context of osteoarthritis
(OA) the most important injuries are those resulting in the rupture
of the anterior cruciate ligament (ACL), which is responsible for
restraint of anterior tibial translation, as it is often accompanied byD.J. Hunter, Institute of Bone
Hunter).
ternational. Published by Elsevier Ldamage to the articular cartilage, subchondral bone, menisci and
collateral ligaments.
The risk of ACL rupture is higher in adolescents and up to 70%
higher in high-risk sports than in the general population3. ACL
rupture is strongly linked to the subsequent development of OA
with a substantial percentage of patients showing OA changes and
functional disability as early as 10 years after the initial injury3,4. It
is thought to account for up to 15% of a person's risk of developing
knee OA however it typically occurs in adolescents and young
adults3. At the present time, no study has established whether a
similar relationship between ACL injury and incident OA exists in
an older adult cohort. ACL deﬁciency causes increased translational
shear force on the cartilage and in combination with age, is one oftd. All rights reserved.
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of OA development.
The precise pathogenesis behind why ACL ruptures lead to an
increased risk of developing OA and why OA development can be
accelerated in injured joints is not known. Persons with ACL tears
have been shown to be at an increased risk for cartilage loss6,
meniscal degeneration, osteophyte formation and bone marrow
lesions (BMLs)7 with the pattern of damage being consistent with
the initial location of osteochondral injury of an ACL rupture in the
lateral tibiofemoral compartment8.
Although radiographic features such as joint space narrowing
and the presence of osteophytes deﬁne the presence of radio-
graphic OA (ROA), magnetic resonance imaging (MRI) may improve
the assessment of early disease development and progression. MRI
has shown a higher speciﬁcity and sensitivity for the assessment of
joint morphology9 and the diagnosis of post-traumatic degenera-
tive changes10,11. Thus MRI may improve the assessment of early
disease development preceding the development of either joint
space narrowing or osteophyte formation on a plain radiograph. At
this point the underlying structural changes that predate the
development of ROA remain under examined12.
Therefore, the aims of this study were to identify whether a
similar relationship between ACL injury and radiographic knee OA
that as been reported elsewhere in an adolescent cohort3,4 also
exists in an older adult cohort. Furthermore, whether a history of
knee injury in an older adult cohort results in an increased risk of
incident radiographic knee OA.
Patients and methods
Study design and subjects
The study participants were selected from the Osteoarthritis
Initiative (OAI), which is a multi-centre, 10-year, longitudinal,
prospective observational cohort study designed to identify bio-
markers and risk factors for knee OA causation and progression.
4,796 study subjects underwent a detailed assessment annually,
including physical examination, and interview using self-reported
measures, such as joint pain and disability as well as knee MRIs
and radiographs. Covariates including body mass index, muscle
strength, and physical activity were collected in tandem with the
outcome assessments. Details of subject inclusion and exclusion
have been described elsewhere13 however, individuals with bilat-
eral end-stage knee OA, knee arthroplasty, or bilateral radiographs
with Kellgren and Lawrence (KLG) grade 4, and inﬂammatory
arthritis were excluded from the study population.
The individuals for this sub-study were selected from thosewho
did not have bilateral radiographic knee OA at enrolment (i.e.,
KLG of 0 or 1). Some individuals who were selected to this cohort
had frequent knee pain but did not have radiographic tibio-femoral
OA at enrolment14.
Cases and controls
Cases were deﬁned as study participants who had at least one
knee that developed incident ROA; i.e., the ﬁrst occurrence of
radiographic ﬁndings compatible with OA (KLG of 2 on the PA
view)15 from baseline to the 48 month visit. The ﬁrst occurrence of
ROAwas called time point P0. The 12 month time point before ROA
was called P1.
The same number of controls were selected from the partici-
pants who did not develop incident ROA during the study period
and matched to cases knees on sex, age within 5 years and
contralateral knee status (i.e., KL ¼ 0,1, or 2þ in the other knee).
Each case was matched to a sample of those who are at risk at thetime of case occurrence, whether this be at 12, 24, 36 or 48 months
of follow-up. Both cases and controls were KLG 0 or 1 at baseline
and the case knee had to display no radiographic signs of incident
OA to be eligible as a control.
Radiographs
Radiography of both knees was performed in all subjects. The
radiographs of knees were assessed for their KLG16. Radiographs
acquired at baseline, 12, 24, 36 and 48-month visits were read by
the OAI central readers for KLG of 2 (case deﬁnition)16 on the
postero-anterior (PA) knee radiographs.
A total of 355 participants who displayed KLG of 0 or 1 at
baseline, went on to develop radiographic signs of knee OA at
relevant time points (deﬁned as KLG 2 on the PA ﬁxed-ﬂexion
radiographs with incidence cases not having any deﬁnitive joint
space narrowing).
MRI sequence parameters
MRI acquisition was performed using a 3 T MRI system (Trio,
Siemens Healthcare, Erlangen, Germany) at the four OAI clinical
sites. Non-contrast enhanced MRIs of both cases and controls from
enrolment and the visits prior to and when meeting case and
control deﬁnitions, were read.
The MRI pulse sequence protocol included a coronal two-
dimensional intermediate-weighted (IW) turbo spin-echo17,
sagittal three-dimensional (3D) dual-echo at steady-state (DESS),
coronal and axial multiplanar reformations of the 3D DESS and
sagittal IW fat saturated (FS) TSE sequences. Additional parameters
of the full OAI pulse sequence protocol and sequence parameters
have been published in detail13.
The MRI Osteoarthritis Knee Score (MOAKS) systemwas used to
assess the whole joint for structural changes compatible with knee
OA7. MRI readings were performed by AG and FWR with 14 and 11
years experience in MRI semi-quantitative assessment respectively.
Scores were entered directly into an electronic web-based data-
base. All MRIs were read sequentially and un-blinded to time point,
but blinded to case/control status. Inter-rater calibration and
reliability-testing on a subset of MRI scans was performed for MRI
reading quality control. Subsequently, on going surveillance for
measurement drift was carried out by AG by re-reading 5% of the
MRIs.
ACL tears
Sagittal and coronal views were used to detect the presence of
an ACL tear at baseline and scored on a 0e2 scale (0 ¼ normal,
1 ¼ partial tear and 2 ¼ complete tear). A tear was deﬁned as
complete when complete disruption of ACL ﬁbres and ligament
discontinuity were noted, whilst residual straight and tight ACL
ﬁbres in at least one-pulse sequence was deﬁned as a partial tear.
Since partial tears may change the joint biomechanics and thus the
pattern of joint damage, partial and complete tears have been
combined. Fig. 1 shows an example of an ACL tear that occurred
between baseline and P0, as visualized on MRI. All MRIs were read
by a single board-certiﬁed musculoskeletal radiologist, separate
from the scoring of other joint features and blinded to the hy-
pothesis being tested.
Selection of knees for inclusion
All incident knees were classiﬁed into one of ﬁve strata based on
the baseline KLG status in both knees. Strata A was participants
who had KLG ¼ 0 for both knees. Strata B for KLG ¼ 0 in one knee
Fig. 1. Prevalent ACL tear in a 61-year-old male participant. A. Sagittal FS IW MR image shows complete disruption of ACL (arrowhead). Note also increased bowing of posterior
cruciate ligament (arrow), an indirect sign of ACL damage and potential joint instability. ACL damage may be prevalent in osteoarthritis without recall of previous injury. B. Coronal
IW image shows complete rupture of ACL with only remnant ﬁbers visible (thin arrows). Likely etiology of non-traumatic ACL disruption in this case was chronic friction of tibial
spine and femoral notch osteophytes. Note absence of osteophytes at the joint margins.
Table I
Baseline characteristics of the cases and controls in the study population
Total (N ¼ 710) Controls (N ¼ 355) Cases (N ¼ 355)
N % N % N %
Participant Demographics
Gender Male 236 33.24 118 33.24 118 33.24
Female 474 66.8 237 66.8 237 66.8
Mean Age 60.1 ± 8.5 60.0 ± 8.4 60.1 ± 8.6
Mean BMI 28.3 ± 4.5 27.7 ± 4.4 28.9 ± 4.5
Strata Class
A 126 17.75 63 17.75 63 17.75
B 152 21.41 76 21.41 76 21.41
C 166 23.38 83 23.38 83 23.38
D 118 16.62 59 16.62 59 16.62
E 148 20.85 74 20.85 74 20.85
Baseline Kellgren and Lawrence (grades 0/1)
0 266 37.46 133 37.46 133 37.46
1 444 62.54 222 62.54 222 62.54
Injury at Baseline
152 21.41 63 17.75 89 25.07
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for those with KLG ¼ 0 in one knee and KLG 2 in the other and
strata E for participants who had KLG ¼ 1 in one knee and KLG to
2 in the other.
Assessment of joint injury
History of previous injury to the knee was evaluated at the
enrolment visit by asking the participants whether they have ever
injured their knee(s) badly enough to limit their ability to walk for
at least 2 days.
Statistical analysis
Conditional logistic regression models were employed to model
the relationships between the key predictors and OA. A GEE (gen-
eral estimated equations) method with a robust sandwich esti-
mator was used to account for the correlations between knees for
cases of bilateral incident OA or two knees from the same individual
used as controls.
The ACL tear predictors and their odds-ratios were modelled;
the time point concurrent with incident ROA (P0), the time point 1-
year prior to incident ROA (P1) and baseline.
Results
The demographics and baseline clinical parameters are listed in
Table I. Sixty-six percent of the study population were women, the
average age of the case subjects was 60.1 years with a standard
deviation (SD) of 8.6, with the average age of the matched controls
being 60.0 years with an SD of 8.4. The mean BMI was 28.9 kg/m2
(SD 4.5) and 27.7 kg/m2 (SD 4.4) for cases and controls, respectively
and this difference was signiﬁcant (P ¼ .0003).
A total of 16 study participants demonstrated either a partial or
complete ACL tear, of which 15 study participants had either partial
or complete ACL tears at baseline. Of these 15 tears present at
baseline, 14 ACLs were graded as partially torn (four controls and 10
cases) and one participant in the control group was graded as
completely torn. The remaining ACL tear occurred in a participant
in the case group who was noted to have partially torn their ACL at
the P0 time point. The timing of onset of ROA (not timing of ACL
tear) with the number of subjects who developed ROA at each time
point is illustrated in Fig. 2. Of the 710 study participants, a history
of knee injury was reported in 63 controls and 89 cases at baseline.Results of the effect of ACL tear and history of injury on the
incidence of knee OA can be found in Table II. No signiﬁcant rela-
tionship between radiographic incident OA and rupture of the ACL
was found at any of the observed time points (P1 OR ¼ 2.50, 95%
CI ¼ 0.76e8.24; P0 OR ¼ 2.75, 95% CI ¼ 0.85e8.88). Only in par-
ticipants who reported having a history of knee injury at baseline
(OR ¼ 1.51, 95% CI ¼ 1.05e2.16) was a signiﬁcantly increased risk of
developing incident radiographic knee OA found.
Discussion
The results presented show that, in an older adult cohort, an ACL
tear is an infrequent event that does not appear to signiﬁcantly
predispose an individual to incident knee ROA.
Traumatic knee injuries involving ACL rupture are the most
common form of knee injury and due to it's high incidence in ad-
olescents3,18, it has been widely studied due to its potential for the
subsequent development of OA as well as functional disability as
early as 10 years after the initial injury3,4. A review by Oiestad17
reported a prevalence of knee OA of 13% for subjects who suf-
fered from an isolated traumatic injury of the ACL. Our study also
demonstrated that participants who reported a history of knee
injury, or who had an observable injury at baseline testing
conferred a signiﬁcant risk of developing incident knee ROA.
Fig. 2. Schema detailing the timing of onset of ROA with the number of subjects who developed ROA at that time point.
Table II
Conditional logistic regression analysis for occurrence of incident ROA due to ACL








N % N % N %
ACL Tear at Baseline
No Injury 695 97.89 350 98.59 345 97.18 1.00
Partial Tear 14 1.97 4 1.13 10 2.82 2.00 0.66e6.06
Complete Tear 1 0.14 1 0.28
ACL Tear Present 12 months prior to Radiographic Incidence (P1) N ¼ 660
No Injury 646 97.88 326 98.79 320 96.97 1.00
Partial Tear 13 1.97 3 0.91 10 3.03 2.50 0.76e8.24
Complete Tear 1 0.15 1 0.30
ACL Tear Present at Radiographic Incidence (P0) N ¼ 670
No Injury 655 97.76 331 98.81 324 96.72 1.00
Partial Tear 15 2.09 4 0.90 11 3.28 2.75 0.85e8.88
Complete Tear 1 0.15 1 0.30
Baseline Injury
152 21.41 63 17.75 89 25.07 1.51 1.05e2.16
Bold values represent the only numbers that reached signiﬁcance.
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cohort have a signiﬁcantly increased risk of developing knee OA
post ACL injury, it has not beenwidely documentedwhether an ACL
injury in older cohorts, in which OA is more prevalent, carries a
similar risk. This study demonstrated that in an older cohort having
a partial ACL tear, whether it is a partial or complete, does not lead
to a statistically signiﬁcantly increased risk of incident ROA. A
similar result was found by the only other paper to have investi-
gated this question. Amin et al.19 found that a complete ACL tear did
increase the risk for cartilage loss at the medial tibiofemoral com-
partments. However, following adjustment for the presence of
medial meniscal tears there was no further increased risk for
cartilage loss. Thus it was concluded that individuals with knee OA
and an incidental complete ACL tear did not confer an increased risk
for cartilage loss above that of what is mediated by meniscal
pathology.
One potential reason for this difference has been suggested in a
study by Hasegawa et al.20 which identiﬁed degenerated ACLs in
knees without cartilage degeneration. It was shown thatinﬂammatory cells existed between collagen ﬁbers within the ACL
substance, regardless of the presence of cartilage degeneration.
This indicated that an inﬂammatory process is driven by ACL
intrinsic mechanisms that are linked explicitly with ageing.
Therefore, these degenerative ligamentous changes may contribute
to the increased fragility of the ligament thus predisposing it to
tearing or rupture fromminor trauma independent of the cartilage,
osteochondral or meniscal changes associated with OA. These
ﬁndings are particularly relevant to this study because where an
ACL tear was observed on MRI in participants in this study they
were not deﬁnitively linked to a prior signiﬁcant injury, thus sug-
gesting that many of these tears were degenerative in nature.
Another reason for the differences between these two pop-
ulations could be due to the nature of the injury. In adolescents the
majority of ACL injuries occur during sporting activities that involve
pivoting and jumping. These injuries usually involve large impact
forces and most often result in injury not only to the ACL but also to
themeniscus andarticular cartilagewith a subsequent development
of BMLs4. It is these large forces that are responsible for themajority
of tissue damage21. It has been shown that occult osteochondral
lesions of the posterolateral tibial plateau are seen on MRI in
80e90% of patients with an acute ACL injury suggesting that artic-
ular cartilage sustains a considerable impact at the time of injury8.
Oiestad et al.17 proposed that the prevalence of OA due to ACL
rupturewith concomitantmeniscal damagemight be as high as 40%.
Injury to the ACL in the elderly population would not require
large forces when considering the aforementioned ligamentous
degenerative changes. Without these large forces being imparted
on the joint, there may be no associated injury to the meniscus or
underlying articular cartilage at the time of ACL rupture. Thus it is
likely that incidental tears to the ACL do not impact upon other
joint tissues and as such do not contribute to the pathological
processes of knee OA.
Limitations
The frequency of ACL tears in this study samplewas smaller than
previously described in the literature with one complete ACL tear
and 15 partial ACL tears with a tear rate of 2.25% in the whole study
population. Previous studies investigating ACL tears in individuals
V.L. Johnson et al. / Osteoarthritis and Cartilage 23 (2015) 882e887886with established knee ROA presented rates of ACL full-thickness
tears ranging from 22 to 35%6,22. This decreased prevalence of
ACL tears may be related to the selection factors used to deﬁne the
355 participants chosen from the OAI study to become part of this
sub-study. The ﬁdelity of MRI in ACL diagnosis has accuracy be-
tween 90% and 100% compared to knee arthroscopy, which is the
gold standard23,24, but is yet to be demonstrated in patients with
knee OA. Such misclassiﬁcation would bias towards a null result, so
our ﬁndings may underestimate the true associations.
Having only 16 participants out of a sample size of 710 suffer
from a complete or partial ACL tear makes this a small sample size.
This would explain why the point estimate OR at baseline, P0 and
P1 were substantial yet the 95% CI did not produce signiﬁcance.
Furthermore, MRI appears to be limited in the diagnosis of partial
tears, and thus there is a possibility that other participants with
partial tears may have been missed. Hence, these results need to be
conﬁrmed in a larger cohort.
Given concomitant ACL and meniscal tears/subluxation likely
accelerate structural progression it would have been helpful to
know about meniscal function and status. At the time of writing
this data was not unfortunately available for inclusion.
Finally, the relationship between partial ACL tears and the
development of incident OA is uncertain and not well documented.
As themajority of tears observed in this studywere rated as ‘partial’
comparisons between our study and with studies of complete tears
are therefore of limited signiﬁcance.
Conclusion
In summary, the loss of ACL integrity on MRI imaging may not
confer a signiﬁcantly increased risk of incident ROA in an older
adult cohort. Our study only found that patients who had a history
of knee injury had an increased risk of incident ROA. Further lon-
gitudinal research is required to corroborate these ﬁndings.
Author contributions
VLJ and DJH conceived and designed the study, supervised its
conduct, drafted the manuscript and take responsibility for the
integrity of the work as a whole, from inception to ﬁnish. CKK, AG,
FR, RMB and MJH were also involved in the design and conduct of
the POMA study. All authors contributed to acquisition of the data
and its interpretation. All authors critically revised the manuscript
and gave ﬁnal approval of the article for submission.
Funding
Dr Hunter is funded by an NHMRC Practitioner Fellowship (Grant
number 1079777). The corresponding author had full access to all
the data in the study and had ﬁnal responsibility for the decision to
submit for publication.
The study and image acquisition was funded by the OAI, a
public-private partnership comprised of ﬁve contracts (N01-AR-2-
2258; N01-AR-2-2259; N01-AR-2-2260; N01-AR-2-2261; N01-AR-
2-2262) funded by the National Institutes of Health, a branch of the
Department of Health and Human Services, and conducted by the
OAI Study Investigators. Private funding partners of the OAI include
Merck Research Laboratories; Novartis Pharmaceuticals Corpora-
tion, GlaxoSmithKline; and Pﬁzer, Inc. Private sector funding for the
OAI is managed by the Foundation for the National Institutes of
Health.
The image analysis of this study was funded by a contract with
the University of Pittsburgh (Pivotal OAI MRI Analyses POMA: NIH/
NHLBI Contract No. HHSN2682010000 21C), and in part by a vendor
contract from the OAI coordinating center at University of Califor-
nia, San Francisco (N01-AR-2-2258). The statistical data analysiswas funded by a contract with the University of Pittsburgh (Pivotal
OAI MRI Analyses POMA: NIH/NHLBI Contract No. HHSN2
682010000 21C) and the University of Pittsburgh Multidisciplinary
Clinical Research Center (MCRC) for Rheumatic and Musculoskel-
etal Diseases (P60 AR054731).
None of the study sponsors had any role in data collection,
storage or analysis, in manuscript writing, or the decision to publish
this manuscript.Competing interest
Drs. Johnson, Hunter, Boudreau, Fujii and Mr Hannon report no
competing interest.
Ali Guermazi is President and co-owner of the Boston Core
Imaging Lab (BICL), a company providing MRI reading services to
academic researchers and to industry. He has provided consulting
services to Novartis, Merck Serono, Sanoﬁ-Aventis, TissueGene and
Genzyme.
Frank Roemer is CMO and co-owner of the Boston Core Imaging
Lab (BICL), a company providing MRI reading services to academic
researchers and to industry. He has provided consulting services to
Merck Serono.
C. Kent Kwoh has provided consulting services to Novartis and
has received research support from Astra-Zeneca.Acknowledgments
The authors would like to thank the readers of the ﬁxed ﬂexion
radiographs at Boston University for the central KL grading, the OAI
investigators, clinic staff and OAI participants at each of the OAI
clinical centers for their contributions in acquiring the publicly
available clinical and imaging data, the team at the OAI coordi-
nating center, particularly John Lynch, Maurice Dockrell, and Jason
Maeda, for their help, and Stephanie Green and e Peterson at
Pittsburgh for administrative support. This manuscript has received
the approval of the OAI Publications Committee based on a review
of its scientiﬁc content and data interpretation.
The OAI is a public-private partnership comprised of ﬁve con-
tracts (N01-AR-2-2258; N01-AR-2-2259; N01-AR-2-2260; N01-AR-
2-2261; N01-AR-2-2262) funded by the National Institutes of
Health, a branch of the Department of Health and Human Services,
and conducted by the OAI Study Investigators. Private funding
partners include Pﬁzer, Inc.; Novartis Pharmaceuticals Corporation;
Merck Research Laboratories; and GlaxoSmithKline. Private sector
funding for the OAI is managed by the Foundation for the National
Institutes of Health. This manuscript has received the approval of
the OAI Publications Committee based on a review of its scientiﬁc
content and data interpretation.References
1. Pasanen K, Parkkari J, Pasanen M, Hiilloskorpi H, Makinen T,
Jarvinen M, et al. Neuromuscular training and the risk of leg
injuries in female ﬂoorball players: cluster randomised
controlled study. BMJ 2008;337:96e9.
2. Hewett TF, Ford KR, Myer GD. Anterior cruciate ligament in-
juries in female athletes: part 2, a meta-analysis of neuro-
muscular interventions aimed at injury prevention. Am J
Sports Med 2006;34:490e8.
3. Lohmander LS, Englund PM, Dahl LL, Roos EM. The long-term
consequences of anterior cruciate ligament and meniscus in-
juries. Am J Sports Med 2007;35:1756e69.
4. Slauterbeck J, Kousa P, Clifton B. Geographic mapping of
meniscus and cartilage lesions associated with anterior cruci-
ate ligament injuries. J Bone Joint Surg Am 2009;91:2094e103.
V.L. Johnson et al. / Osteoarthritis and Cartilage 23 (2015) 882e887 8875. Felson DT, Lawrence RC, Dieppe PA, Hirsch R, Helmick CG,
Jordan JM, et al. Osteoarthritis: new insights. Part 1: the dis-
ease and its risk factors. Ann Intern Med 2000;133:635e44.
6. Hill CL, Seo GS, Gale D, Totterman S, Gale ME, Felson DT.
Cruciate ligament integrity in osteoarthritis of the knee.
Arthritis Rheum 2005;52:794e9.
7. Hunter DJ, Arden N, Conaghan PG, Ecksetein F, Gold G,
Grainger A, et al. Deﬁnition of osteoarthritis on MRI: results of
a Delphi exercise. Osteoarthritis Cartilage 2011;19:963e9.
8. Stein V, Li L, Lo G, Guermazi A, Zhang Y, Kent Kwoh C, et al.
Pattern of joint damage in persons with knee osteoarthritis
and concomitant ACL tears. Rheumatol Int 2012;32:1197e208.
9. Hunter DJ, Zhang E, Conaghan PG, Hirko K, Menashe L, Li L,
et al. Systematic review of the concurrent and predictive val-
idity of MRI biomarkers in OA. Osteoarthr Cartil 2011;19:
557e88.
10. Vincken PW, ter Braak BP, van Erkell AR, de Rooy TPW,
Mallens WMC, Post W, et al. Effectiveness of MR imaging in
selection of patients for arthroscopy of the knee. Radiology
2002;223:739e46.
11. Mackenzie R, Palmer CR, Lomas DJ, Dixon AK. Magnetic reso-
nance imaging of the knee: diagnostic performance studies.
Clin Radiol 1996;51:251e7.
12. Guermazi A, Niu J, Hayashi D, Roemer FW, Englund M, Neogi T,
et al. Prevalence of abnormalities in knees detected by MRI in
adults without knee osteoarthritis: population based obser-
vational study (Framingham Osteoarthritis Study). BMJ
2012;345:e5339.
13. Peterfy CG, Schneider E, Nevitt MC. The osteoarthritis initia-
tive: report on the design rationale for the magnetic resonance
imaging protocol for the knee. Osteoarthr Cartil 2008;16:
1433e41.
14. Eckstein F, Wirth W, Nevitt MC. Recent advances in osteoar-
thritis imaging e the osteoarthritis initiative. Nat Rev Rheu-
matol 2012;8:622e30.15. Altman RD, Hochberg M, Murphy WA, Wolfe F, Lequesne M.
Atlas of individual radiographic features in osteoarthritis.
Osteoarthr Cartil 1995;3(Suppl A):3e70.
16. Kellgren JH. Radiological assessment of osteo-arthrosis. Ann
Rheum Dis 1957;16:494e502.
17. Oiestad BE, Engebretsen L, Storheim K, Ribserg MA. Knee
osteoarthritis after anterior cruciate ligament injury. A sys-
tematic review. Am J Sports Med 2009;37:1434e43.
18. Lohmander LS, Ostenber A, Englund M, Roos H. High preva-
lence of knee osteoarthritis, pain and functional limitations in
female soccer players twelve years after anterior cruciate lig-
ament injury. Arthritis Rheum 2004;50:3145e52.
19. Amin S, Guermazi A, Lavalley MP, Niu J, Clancy M, Hunter DJ,
et al. Complete anterior cruciate ligament tear and the risk for
cartilage loss and progression of symptoms in men and
women with knee osteoarthritis. Osteoarthr Cartil 2008;16:
897e902.
20. Hasegawa A, Otsuki S, Pauli C, Miyaki S, Patil S, Steklov N, et al.
Anterior cruciate ligament changes in the human knee joint in
aging and osteoarthritis. Am Coll Rheumatol 2012;64:
696e704.
21. Buckwalter JA. Articular cartilage injuries. Clin Orthop
2002;402:21e37.
22. Chan WP, Lang P, Stevens MP, Sack K, Majumdar S,
Stoller DW, et al. Osteoarthritis of the knee: comparison of
radiography, CT, and MR imaging to assess extent and
severity. AJR Am J Roentgenol 1991;157:799e806.
23. Lee JK, Yao L, Phelps CT, Wirth CR, Czajka J, Lozman J. Anterior
cruciate ligament tears: MR imaging compared with arthros-
copy and clinical tests. Radiology 1988;166:861e4.
24. Rose NE, Gold SM. A comparison of accuracy between
clinical examination and magnetic resonance imaging in the
diagnosis of anterior cruciate ligament tears. Arthroscopy
1996;12:398e405.
